Objective: To describe the attitudes and perceptions of intensive care unit (ICU) staff [critical care physicians and fellows (MDs), registered nurses (RNs), allied health discipline (HD) and managers] towards family presence at bedside rounds. Open access under CC BY-NC-ND license.
Introduction
Critically ill patients are often unable to communicate with intensive care unit (ICU) clinicians or participate in treatment decisions. Substitute decision makers (SDMs), typically family members, are often approached to make decisions on behalf of critically ill patients. Family members have a strong desire to obtain vital medical information to enable them to better understand their loved one's health problems and facilitate surrogate decision-making (Kleiberg et al., 2006) . With the advent of electronic technology, family members have ready access to medical information (Kaplan et al., 2004) . Consequently, family members are more informed about health care issues, their healthcare rights and have greater expectations to participate in health care decisions (Davidson et al., 2007) .
Medical information is generally imparted to SDMs and family members of critically ill patients in formal family meetings and at bedside updates. Time constraints and limited availability of key health care providers, especially attending physicians, constrains the frequency with which information exchanges can occur. At present, family members of critically ill patients in our ICU have not been invited to be present at multidisciplinary bedside rounds. Few Canadian ICUs have formal policies regarding family presence at bedside rounds. Notwithstanding, a study of hospitalised paediatric patients supports that when given the option to attend, 85% of parents participate in bedside rounds (Muething et al., 2007) . Others have noted that participation in bedside rounds affords individuals the opportunity to obtain valuable information (Lewis, 1988) and that communication practices can impact patient outcomes (Wanzer et al., 2004) . A quality improvement initiative permitting parents to be present at bedside rounds in a paediatric ICU found that this practice was perceived to be beneficial by physicians, nurses and parents (Kleiberg et al., 2006) .
There is a paucity of literature addressing the attitudes and perceptions of health care providers towards having family members present at bedside rounds in the adult ICU setting. The American College of Critical Care Medicine Task Force considers family presence at bedside rounds to be the least studied practice issues in developing 'patient-centred ICU models of care' (Davidson et al., 2007) . The task force acknowledges the desire of patients and families to play a larger role in decision-making and underscores the benefits of family participation in rounds (Davidson et al., 2007) . While desirable, the practice of family presence during bedside rounds is often met with ambivalence by ICU health care providers. Reasons for this ambivalence have not been explored previously. We sought to evaluate the attitudes and perceptions of ICU physicians (MDs), registered nurses (RNs), management and allied health disciplines (HD) personnel towards family presence at bedside rounds.
Methods

Sampling frame
We conducted a cross-sectional, self-administered survey to determine the attitudes and perceptions of MDs, RNs, HDs and ICU managers towards family presence at bedside rounds in a 24-bed Medical Surgical Intensive Care Unit (MSICU) at a teaching hospital in a large metropolitan centre. We generated lists of potential respondents including 11 MDs who regularly attend in the MSICU, 3 ICU fellows, 122 RNs, 76 HDs and 8 managers. The HD group included bioethicists, chaplains, dietitians, pharmacists, physiotherapists, respiratory therapists (RTs) and social workers. The Research Ethics Board of St. Michael's Hospital (Toronto, Canada) approved the study protocol.
Setting
Our 24 bed closed ICU consists of five beds in private isolation rooms and 19 beds in an open bay. Our current visiting policy requires family members to call from a waiting room or inform hospital volunteers of their desire to visit. Families enter the MSICU once permission is obtained from RNs. Typically, RNs request that families leave the bedside when the team approaches during rounds. Although practices of individual physicians vary, families are infrequently invited to be present during nursing change of shift, when procedures are being performed or patients are being admitted and during multidisciplinary rounds.
Structured physician-led, multidisciplinary, rounds routinely occur on weekday mornings. Staff physicians, fellows, residents, medical students, RNs, RTs, pharmacists and dietitians regularly participate in rounds. The resident assigned to the patient presents the primary diagnosis and current medical issues. Thereafter, the bedside RN provides a detailed 'system oriented' patient assessment and the multidisciplinary team reviews the laboratory results and medications before formulating a treatment plan. Multidisciplinary rounds provide opportunities for teaching regarding available treatment options, outcomes and summarizing current evidence regarding specific issues.
Questionnaire development and formatting
Four content experts (including two nurse leaders, one social worker and one ICU physician) generated items for inclusion in the questionnaire. Through discussion, the same individuals reduced questions with a view of decreasing respondent burden while maintaining salient questions to explore practitioner attitudes and perceptions (Burns et al., 2008) .
We formatted questions and included nominal (yes/no) and ordinal responses (strongly disagree, somewhat disagree, neutral, somewhat agree or strongly agree). Questions probed whether family members should be given the option to be present, their comfort in having family members present, whether family members should be permitted to be present or asked to leave during bedside rounds and whether their presence would prolong rounds, constrain the information provided and reduce opportunities for education. We also probed whether available space or confidentiality concerns would limit the number of individuals that could be present during bedside rounds. We posed questions at two different time intervals (within 48 hours vs. more than 48 hours of ICU admission) to ascertain whether timing influenced healthcare practitioners attitudes and perceptions towards family presence (Appendix 1). We recognized that the information provided at bedside rounds may be interpreted differently when information is predominantly novel and conveyed during an initial meeting (i.e., early) vs. later when the information builds upon previous communications and encounters with healthcare providers are more familiar. We posed questions to assess respondents' experiences with having family members at bedside rounds. Respondents with prior experience were asked to rate the detail of medical information conveyed to families and to provide an assessment of their overall experience. Finally, we requested respondent demographic information including gender, age, position, years of experience (in MSICU, critical care and respective professions) and employment status (full-time, part-time, casual or other). Additionally, we asked whether respondents had personal experiences of having a critically ill family member in an ICU, whether they were invited to be present at rounds and if not, whether they would have liked to be present for rounds.
Questionnaire testing
We pre-tested the questionnaire during one-on-one interviews with one MD, one RN and one RT to evaluate the appropriateness of each question and whether respondents interpreted questions in a consistent manner (Burns et al., 2008) . Subsequently, we pilot tested the questionnaire in semi-structured interviews with one MD, one RN and one RT to assess the questionnaire's comprehensiveness and clarity (Burns et al., 2008) . Finally, we assessed the questionnaire's clinical sensibility with two MDs and two RNs using a standardised pre-printed assessment form to focus on how well the questionnaire addresses the topic of interest and the research question posed (Burns et al., 2008) . The investigators modified and refined the questionnaire, as appropriate, at each stage of development based on information acquired during each phase of questionnaire development and testing.
Questionnaire administration
We administered the survey from March 20 to April 14, 2008 by appending the questionnaire to pay stubs for staff receiving payment for the preceding two weeks. We posted questionnaires to staff who did not receive payment during the pay period. Respondents returned their completed questionnaires by placing them in a sealed box kept at a central work station or using a prepaid, pre-addressed envelope. After two weeks, we sent reminder questionnaires to nonrespondents, using the same administration techniques. We provided a two dollar gift certificate, redeemable at a local coffee franchise, with the initial survey administration. Participation in the survey was voluntary and all responses were held in strict confidence. A research assistant who was not involved with the protocol development and survey administration entered the responses into a database.
Statistical analysis
Descriptive data are summarized as percentages, means and standard deviations. The Chi-square test and CochranMantel-Haenszel test were used to compare responses across different health professional groups. All p-value were two-tailed and we considered p-values less than .05 to be statistically significant. We used median (<9 years ≥) nursing experience to separate less vs. more experienced nurses. 
Comparisons among respondent groups (MD vs. RN vs. HD/management)
Providing family members the option to attend bedside rounds While 41% of MDs strongly or somewhat agreed and 47% (early) and 54% (late) of the 52 HD and management respondents strongly or somewhat agreed, majority of the 95 RNs [64% (early) and 62% (late)] strongly or somewhat disagreed with providing family members the option to attend rounds regardless whether it was early (p = .008) or late (p = .012) after ICU admission (Table 2) .
Comfort with having family members at bedside rounds
While the responses of MD, HD and management groups ranges from somewhat disagreement to strong agreement, 54% of the 95 RNs strongly or somewhat disagreed with having family members present early (p = .011) after ICU admission.
Family presence prolongs bedside rounds
Unlike MDs who either somewhat disagreed or were neutral, most RNs and HD/management respondents strongly agreed that family presence would prolong rounds early (p = .003) after ICU admission.
Family members should be asked to leave at the time of rounds While most MDs and HD/management respondents either somewhat disagreed or were neutral, most RNs strongly or somewhat agreed that family members should be asked to leave if they were present at the time of rounds both early (p = .035) and late (p = .007) after ICU admission.
Comparisons between medical and nursing staff vs. others
While 47% (early) and 54% (late) of 52 HD and management respondents strongly or somewhat agreed that family members should be given the option to be present at bedside rounds early (p = .024) and late (p = .018) after admission, MDs and RNs predominantly strongly or somewhat disagreed with this statement (Table 2 ). Compared to HD and management personnel who expressed neutrality or strong disagreement, most MDs and RNs strongly or somewhat agreed that family members should be asked to leave if present at the time of rounds both early (p = .044) and late (p = .007) after ICU admission.
Comparisons between medical and nursing staff
Whereas 64% of RNs (n = 95) strongly or somewhat disagreed that family members should be given option to attend bedside rounds, 42% of MDs (n = 12) strongly or somewhat favoured their presence, especially early (p = .034) after ICU admission. Compared to 50% of MDs who strongly or somewhat agreed, 54% of RNs strongly or somewhat disagreed that they were comfortable having family members at bedside rounds early (p = .024) after ICU admission (Table 2) . While most RNs strongly and somewhat agreed that the presence of family members would prolong bedside rounds early after admission, most MDs expressed neutrality and either somewhat disagreed or agreed with this assertion suggesting physician ambivalence on this issue (p = .001). Significantly more MDs than RNs rated their overall experience with family members being present at bedside rounds as excellent (p = .011) (data not shown). 
Comparisons based on nursing experience
Ninety three percent of less experienced RNs reported having experience with family members being present at rounds (p < .001), of which 53.3% reported not having a negative experience (p = .007). Conversely, 73% of experienced RNs perceived others had negative experiences with family members being present at rounds (p = .039) (data not shown).
More experienced RNs either strongly or somewhat disagreed that families should be given the option to attend rounds early (p = .008) after ICU admission. More experienced RNs also expressed stronger agreement that family presence would constrain how negative medical information was conveyed early (p = .009) and late (p = .004) after admission and prolong rounds early (p = .018) after ICU admission.
Other considerations
Overall, more than 50% of all respondents strongly or somewhat disagreed that family members should be given the option to attend bedside rounds (Appendix 2). A similar proportion also disagreed with statements affirming that families who attend bedside rounds are better informed, bedside rounds are responsive to family members' needs and family members' presence reduces the time spent in formal family meetings. Over 50% of respondents strongly or somewhat agreed that the presence of family members at bedside rounds prolongs rounds, reduces the medical education provided to the multidisciplinary team and constrains delivery of negative medical information (Appendix 2). Of note, 42% of all respondents in our survey strongly agreed and 35% somewhat agreed that available space limits the number of individuals that can be present at bedside rounds (Appendix 2). Meanwhile, 63% of all respondents strongly agreed and 27% somewhat agreed that patient confidentiality would be breached if other family members were present at adjacent beds (Appendix 2).
Discussion
Comparing MDs and RNs to health discipline and management respondents, we found that the latter group espoused more liberal attitudes towards family presence at bedside rounds. Comparing RNs to MDs, we found that RNs, especially more experienced RNs, expressed greater reservation with regard to family presence at bedside rounds. Among RNs, we noted that more experienced RNs, expressed the greatest reservation with family presence during rounds.
Our survey has several strengths. We used several strategies including electronic mail pre-notification, inclusion of a cover letter printed in colour, enclosure of a self addressed stamped envelop for participants to enhance response rate. In addition, we tested the survey extensively and modified the questionnaire accordingly prior to its administration. Most studies done on exploring family presence at bedside rounds are on paediatric ICUs. Only two studies were conducted in the adult ICU setting (Cypress, 2012) . Our study is novel in assessing the attitudes and perceptions of staff in an adult ICU towards family presence at bedside rounds. Notwithstanding, our study also has limitations. It was conducted in a single centre in Canada and reflects the stated attitudes and perceptions of our study frame. Consequently our findings may not be generalizeable to other ICUs in other practice settings.
We noted several differences in the attitudes and perceptions of multidisciplinary team member's that merit further discussion. RNs reported the most discomfort in having family members present at bedside rounds. RN discomfort may arise from their perception of being 'caught' between family members and physicians (Kleiberg et al., 2006) . Leon and Knapp opine that historically, critical care nurses have focused mainly on the individual patient and his/her illness and tend not to consider the family as an integral part of providing patient care (Leon and Knapp, 2008) . Additionally, nurses may perceive that family presence may enhance patient agitation (Leon and Knapp, 2008; Carlson et al., 1988) and permit families to be present after prioritising patient needs, patient flow within the ICU and their schedule (Carlson et al., 1988; Clark and Carter, 2002) . Although RNs often bridge the communication gap between family members and the health care team, families often wish to speak directly with physicians about care plan. RNs may perceive that they do not have all of the information needed to discuss treatment options or prognosis with the family (Yam et al., 2001 ). However, they are often the point of first contact for both family members and physicians (Stayt, 2007) . Whereas RNs may be uncomfortable in having family members present, physician comfort may reflect the fact that they are infrequently 'front line' clinicians or alternatively, may reflect confidence in their ability to deal with uncertainty during family-centred bedside rounds (Muething et al., 2007) . We also found generational differences among nurses with less experienced RNs being more open to having families at bedside rounds. Experienced clinicians may have difficulty unlearning ''trusted nursing practices'' (Young, 1996) and transformative unlearning may enable best care practices to be adapted by more experienced nurses (Macdonald, 2002) .
In our survey, RN, HD and management groups felt that family members being present would prolong bedside rounds. Concerns have been raised that having families present may increase the time spent on rounds and disrupt workflow (Muething et al., 2007) . Studies have reported variable findings in this regard. Kleiberg et al. found that including families in bedside rounds in a PICU shortened the median rounding time with staff physicians because parental presence saved time in trying to locate families later in the day for discussions (Kleiberg et al., 2006) . On the other hand, Muething et al. reported that family-centred rounds is prolonged by 20% compared to traditional rounds, however, participants in this study believed that their time was being used more efficiently as families were less likely to question the care plan (Muething et al., 2007) . Finally, an observational study conducted in a PICU suggested that there was no difference between the time spent on rounds in the presence or absence of family members (Phipps et al., 2007) .
In our study, more experienced RNs strongly agreed that family presence at bedside rounds would constrain how negative information was conveyed. RNs may be concerned with using terminology that is understandable to families (Sisterhen et al., 2007) or with their comfort at bedside rounds (Rogers et al., 2003) . Despite these concerns, the implementation of bedside rounds may enhance trust, allay fears about privacy violations and promote satisfaction among families in the ICU (Kleiberg et al., 2006) . There is also a perception that bedside rounds in academic centres may be a vehicle for teaching team members not families. Aronson et al. found that 52% of residents perceived that teaching is reduced when families are present at rounds (Aronson et al., 2009 ). On the other hand, several studies support that family presence at rounds did not decrease the medical education provided (Muething et al., 2007; Phipps et al., 2007; Sisterhen et al., 2007; Landry et al., 2009; Nair et al., 1997; Jarvis et al., 2005; Lehman et al., 1997) .
In our survey, most team members also acknowledged that available space limits the number of individuals that can be present at bedside rounds and expressed concern regarding patient confidentiality. Similar to the findings in the literature (Muething et al., 2007) , our ICU rooms were not large enough to permit family members to be present and ensure patient confidentiality. In addition, we are currently operating with visiting hours wherein only two family members may visit at a time. Although our guidelines allow for flexibility, e.g., liberalized visiting for families of patients who are eminently dying, some nurses adhere to the ''two visitors at a time'' rule. Moreover, the absence of a guideline permitting families to be at bedside rounds accounts for inconsistency in practice.
Conclusion
Despite the paucity of literature examining family presence at bedside rounds, the American College of Critical Care Task Force recommends that whenever possible, SDMs should be given opportunity to participate in rounds (Davidson et al., 2007) . Our research demonstrates that team members have reservations about implementing this recommendation into clinical care. Our survey also raises important issues pertaining to research, education and practice. Further research is required to understand the barriers to implementing best practice guidelines into the clinical realm to enable family visitation and involvement in care. Qualitative research may be able to explore perceived and actual barriers, particularly among experienced RNs, to family member presence during bedside rounds. Our findings suggest that there may be knowledge gaps pertaining to the potential benefits of involving families in the information sharing and gathering processes that typically occur during multidisciplinary bedside rounds. In addition, they suggest the need to develop a policy regarding family presence at bedside rounds to address the ambivalence expressed by diverse health care practitioners and limit practice variation.
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